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INTRODUCTION 
 
 Caesarean section is defined as the delivery of an alive /dead baby 
through an abdominal uterine incision after 28 weeks(period of viability)1. 
The term caesarean is actually derived from the latin word “caedare”(to 
cut). In the modern era of advanced technologies, high efficacy antibiotics, 
well matured anesthesia and rapid availability of blood and blood products, 
caesarean section has become technically easier, faster and safest too. its the 
most common intra abdominal surgical procedure in obstetrics10.Though 
caesarean section has become much safer today, the complication rates are 
higher than those with normal delivery. The incidence varies worldwide 
ranging from 3%-31% in england the incidence has risen from 15% (1993) 
to 23%(2003-2004).in the US it has risen from 4.5%-32.8%2.In india the 
incidence has risen by 2-3 fold3.There has always been debates regarding 
the procedure of caesarean section. Many prefer  to repair the uterus insitu  
to avoid infections, intraoperative vomiting  while in recent times many go 
for exteriorization of the uterus to achive quick hemostasis and there is 
better visualization of uterus. Normal blood loss during caesarean section is 
around 600-1000 ml. This in turn depends on various factors like 
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 Location of the uterine incision 
 Time taken for repair 
 Location of the placenta 
 Presence of fibroid 
 Obesity 
 
 As hemorhage tops the list of causes of maternal death intraoperative 
reduction of blood loss could have an overall impact on maternal death. 
There has been a recent fallacy to link the fall in perinatal mortality with the 
rising trends in caesarean section although not true. In this context the aim 
of my study is to compare the pros and cons of insitu versus exteriorisation 
of uterus. The procedures are compared with regard to the following 
variables 
 
 Duration of surgery 
 Amount of blood loss 
 Intraoperative nausea vomiting 
 Post operative nausea vomiting 
 Post operative fall in haemoglobin 
 Wound infection 
 Duration of hospital stay 
 
Aims & Objectives 
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AIMS & OBJECTIVES 
 
 To assess intra operative and post operative advantages and 
disadvantages following exteriorisation of uterus as compared to those 
with insitu repair. 
 
 To assess intra operative and immediate postoperative morbidity 
following exteriorisation of uterus as compared to insitu repair. 
 
  
Review of Literature 
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REVIEW OF LITERATURE 
HISTORY OF CAESAREAN:  
 
Figure 1 : History of Caesarean 
 
 In the olden days, caesarean section was done on a dead mother in a 
hope to obtain a living child1.It was also done on mothers who were on the 
verge of death. The first Caesearean section was documented in 1020 AD4. 
 
 The first mother and child to survive a caesarean section was 
documented in 1500 AD in Switzerland where Jacob Noofer performed a 
caesarean section on his wife after she was in labour for several days and 
normal delivery tried by 13 midwives ended futile. 
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Till early 19th century caesarean section was not preferred by many as 
it involved hospitalization of the mother and also led to increased maternal 
mortality and morbidity. 
 
In 1543,”Decolporis humani fabrica” was published by Andreas 
Vesalius’ which detailed the anatomy of the female genital tract and 
abdominal organs. 
 
In later 1800s,greater access to cadavers and improvements in 
medical education enabled personal dissection and a better understanding of 
the human anatomy. 
 
Till 1878, uterine incision was not sutured in Caesearian section.It led 
to hypotension, shock, sepsis and maternal death. 
 
In 1876,Italian obstetrician Porro introduced the technique of uterine 
amputation at the level of internal os and performing the fixation of cervical 
stump in the lower end of the abdominal wound.  
 
According to American college of Obstetricians and Gynaecologist 
(2000) highest variation occurs among nullipaors women with term 
singleton fetuses with cephalic presentation and without other 
complications. 
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In 1882, another obstetrician named Max Sanger introduced the 
technique of closure of uterine incision using catgut sutures.It tremendously 
reduced the risk of hemorrhage.so only he has been called as the “Father of 
Modern Caesearean Section5”. 
 
In 1912,Kronig introduced the modification of extra peritoneal 
technique. He only introduced the transperitioneal lower segment technique. 
 
Munro kerr developed the lower segment transverse uterine incision 
technique in 1926.His technique was accepted worldwide and gained 
popularity so much because of very less complication6. 
 
INCIDENCE OF CAESAREAN SECTION: 
 The incidence of Caesarean section is increasing n each and every 
part of the world. In India the incidence has shot up by 2-3 folds from the 
basic rate of 10%3.caesarean section rates can vary widely between 
1. Developed to developing countries 
2. Teaching to non teaching hospital 
3. Rural to urban areas7 
 
 Many classifications have been proposed to analyse Caesarean 
section rates in different risk groups.This will help us in bringing about the 
changes in labour management protocols so that Caesarean rates can be 
reduced. 
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FACTORS FOR RISING CAESEARIAN SECTION RATE: 
 Identification of high risk mothers 
 Increase in rates of induction of labour and failure of induction 
 Decrease in rates of operative vaginal delivery 
 Decrease in vaginal breech delivery 
 Increased use of cardiotocography and identification of babies in 
distress 
 Increased number of Elderly Primi 
 Wide use of caesarean section has rised the rate of repeat sections 
 Caesarean section on maternal request 
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ROBSONS CLASSIFICATION OF CAESAREAN SECTION 
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INDICATIONS FOR CAESAREAN SECTION 
ABSOLUTE INDICATIONS: 
 Contracted pelvis 
 Fibroid in the lower segment 
 Placenta previa 
 Ca Cervix 
 
ELECTIVE INDICATIONS: 
1) MATERNAL 
 Contracted pelvis 
 Bony deformities 
 Developmental defects in the pelvis 
 Lower limb defects 
 
2) FETAL 
 Malpresentation 
 Fetal macrosomia 
 Conjoined twins 
 
3) PLACENTAL 
 Placenta previa 
 Vasa previa 
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EMERGENCY INDICATIONS: 
 Fetal distress 
 Failed induction 
 Failed trial of labour 
 Dystocia 
 Failed forceps trial 
 APH 
 Severe Pre eclampsia/Eclampsia with unfavourable cervix 
 Cord prolapse 
 
INDICATIONS OF CLASSICAL CAESAREAN SECTION 
 Postmortem Caesarean section 
 Dense adhesions in lower uterine segment 
 Fibroid in lower uterine segment 
 Transverse lie with neglected shoulder presentation 
 Cancer cervix 
  
11 
 
OTHER INDICATIONS FOR WHICH CAESAREAN SECTION IS 
PREFERRED NOWADAYS 
 Avoidance of labour pain 
 To minimise the pelvic floor trauma 
 Safety for the baby 
 To decide for the auspicious time for the birth of the baby 
 
TYPES OF CAESAREAN DELIVERY 
 According to timing 
1. elective 
2. emergency 
 Site of incision 
1.upper segment/classical 
2.lower segment caesarean 
 Number of surgeries 
1. primary  caesarean section            
2. repeat caesarean section 
 Opening of the peritoneal cavity 
1. transperitoneal 
2. extraperitoneal caesarean delivery 
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PREOPERATIVE PREPARATION: 
 NPO for 12 hours 
 All pregnant patients should be considered to have full stomach.hence 
prior to the day of surgery these patients are advised to abstain from oral 
diet for atleast twelve hours. 
 
 Informed consent  
 It is always mandatory to explain the nature of the procedure ,the 
anesthetic complications, and other high risk factors if present to avoid 
medicolegal problems. 
 
 Preparation of local parts and back 
 The hair needs to be clipped and not shaved to avoid infection. 
 
 Injection Cefotaxime 1g iv after test dose 1 hour before surgery 
In order to prevent intra operative and post operative infections. 
 
 Injection Ranitidine  
Given as im/iv dose before surgery to avoid acid reflux. 
 
 Injection metoclopramide im 
 Increases lower oesophageal tone and gastric emptying.hence more 
useful especially in emergency caesarean sections. 
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POSITIONING OF THE PATIENT 
 The patient is positioned supine with a tilt of 15 degree towards left 
side with a wedge under the right side .this is done in order to prevent aorto 
caval compression. 
 
ANESTHESIA 
 It is necessary to have some knowledge regarding the anesthetic drugs 
and their side effects on the mother and the fetus. 
 
 The ideal anesthesia for caesarean section should have the following 
features 
 Minimise neonatal respiratory depression 
 Should avoid aspiration of gastric contents 
 should avoid hypotension and maintain uteroplacental blood flow 
 should  avoid uterine atony 
 should avoid unpleasant experience for both the patient and doctor 
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GENERAL ANESTHESIA 
 Pre oxygenation 100% oxygen through face mask for three minutes 
before induction with thiopentone or ketamine followed by succinyl choline. 
The airway is secured by endotracheal tube and the cuff of the tube is 
inflated.in case of failed intubation supralaryngeal airway devices like 
laryngeal mask airway is used. 
 
 Maintenance with mixture of 50% nitrous oxide and oxygen with 
allow concentration of volatile agent for efficient relaxation non 
depolarising muscle relaxants can be used. Once umbilical cord is clamped 
opiod like morphine, pethidine or fetanyl can be administered. 
 
 After the delivery of the baby, injection oxytocin 10U im and iv are 
administered. Ergometrine is not administered as a routine practice as it 
usually causes elevation of blood pressure.so it should be avoided in 
hypertensive patients. Despite oxytocin infusion, when the uterus is found 
atonic, one can administer ergometrine. 
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 After operation time, muscle relaxation is usually reversed with 
atropine/glycopyrolate and neostigmine. When the laryngeal reflexes have 
resumed and spontaneous respiration has been regained, the ET cuff can be 
deflated and ET tube removed. Clear suctioning done and patient shifted to 
the post operative ward. 
 
REGIONAL ANESTHESIA 
 SPINAL ANESTHESIA 
 EPIDURAL ANESTHESIA 
 COMBINED SPINAL EPIDURAL ANESTHESIA 
 LOCAL INFILTRATION/FIELD BLOCK 
Most commonly used regional anesthesia is spinal anesthesia. 
 
CONTRAINDICATIONS OF REGIONAL ANESTHESIA 
 Non compliance of patients 
 Coagulation disorders 
 Sepsis 
 Local infection 
 Severe cardiomyopathy 
 Valvular heart  disease 
 Neurological disorders 
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 Though regional anesthetic techniques are used popularly world wide, 
set up for general anesthesia should always be ready. Sometimes the surgery 
may be prolonged(in case of peripartum hysterectomy) 
 
GENERAL  PRINCIPLES 
The surgeon should be completely aware of the following 
 The accurate gestational age should be determined to avoid iatrogenic 
prematurity. Proper history taking is necessary with regards to history of 
previous surgeries, long term medications for other illness, previous 
obstetric history and any complications dealt in the previous pregnancy. The 
blood grouping and typing of the patient should be known before hand and 
blood has to reserved and any complications occurring on table has to be 
anticipated and precautionary methods need to be taken. The HIV status of 
the patient should be known and if found positive universal precautions 
have to be followed. Proper consent should be obtained before the start of 
the procedure. Well equipped NICU set up should be available for 
management of high risk pregnancies. 
 
 Strict aseptic precautions have to be followed to prevent wound 
infections and postoperative complications. 
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PROCEDURE: 
TYPES OF SKIN INCISION 
 
Figure 2 : Type of skin incision 
 
  
18 
 
TRANSVERSE INCISION 
1) PFANNENSTEIL INCISION 
 It is a transverse curvilinear incision made slightly above the 
symphysis pubis for a length of about 12 cm with the convexity downwards. 
The muscles are separated in the midline in the direction of the fibres. Most 
commonly preferred incision. There are less chances of wound dehiscence 
and incisional hernia. Post operatively patient is more comfortable with 
good cosmetic appearance. 
 
2) JOEL COHEN INCISION 
 Straight transverse incision made at a distance of 3cm below the 
anterior superior iliac spine. Cuts only the skin. Fascia is not separated. 
 
3) MAYLARDS INCISION 
Abdominal skin incision is followed by opening of the subcutaneous 
tissue by incising the fat layer with 11-blade.rectus sheath is incised. Rectus 
fascia is incised using scalpel and been extended with scissors. The fascia 
and rectus muscle are dissected. Dextrorotation of the uterus is corrected. 
Lower uterine segment is the level at which the serous coat of the uterus 
ends. UV fold of the peritoneum is separated and the bladder is pushed 
down. 
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VERTICAL INCISION 
Faster access to lower uterine segment providing adequate exposure 
and reduced blood loss. There are high chances of incisional hernias when 
compared to the transverse incision.in modern obstetrics the only indication 
for vertical incision is removal of a large ovarian cyst with concurrent 
caesarean section. In rare instances some obstetricians prefer a vertical 
incision for classical caesarean section. 
 
 Abdominal skin incision is followed by opening of subcutaneous 
tissue by incising the fat layer bluntly. The rectus fascia is incised using 
scalpel and then extended with scissors. Some people follow digital 
extension method. Now the fascia is dissected off  the rectus muscle. 
 
CORRECTION OF DEXTROROTATION 
 It is necessary to correct the dextro rotation of uterus because it brings 
the uterus towards the midline and thereby prevents the incision on the 
major vessels thus preventing on table hemorrhage.it is usually done by 
passing a hand inside the abdomen and one should feel for the round 
ligaments and correct it. 
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IDENTIFICATION OF THE LOWER UTERINE SEGMENT 
 Lower uterine segment is the level at which the serous coat of uterine 
anterior wall stops to be applied to uterine wall tightly. this level represents 
the upper border of the lower uterine segment.in case of transverse lie and 
premature caesarean section and placenta previa, the length of the uterine 
segment is much reduced and the incision should be made carefully. 
 
BLADDER FLAP DEVELOPMENT 
 
Figure 3 : Bladder Flap Development 
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The topmost edge of the urinary bladder is usually applied to the front 
of the lower uterine segment. The uterovesical fold of peritoneum is usually 
applied to the front of the lower uterine segment. The uterovesical fold of 
peritoneum is usually picked up in the midline in the form of a tent using the 
artery forceps and then cut with scissors. The doyens retractor is introduced 
and bladder is pushed down. Some studies found omission of bladder flap 
reduced operative time8 and there was no difference in intra operative and 
post operative complications in the two groups9. In some cases bladder may 
be found adherent to the lower uterine segment like in repeat caesarean 
sections.in such cases sharp dissection is done. Adhesions are pulled to 
maintain the stretch and then incised with scissors. By this method cleavage 
plane is obtained and afterwards bladder can be pushed down. 
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TYPES OF UTERINE INCISION: 
 
Figure 4a) : Types of Uterine Incision 
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1) LOWER SEGMENT  
 LOWER SEGMENT TRANSVERSE 
 LOWER SEGMENT VERTICAL 
 J SHAPED INCISION 
 T SHAPED INCISION 
 
LOWER SEGMENT TRANSVERSE INCISION 
A transverse stab incision is made in the lower uterine segment of 
2cm width. Now the incision is extended manually by inserting the index 
finger of both the hands. These fingers usually elevate the uterine wall and 
protect the underlying fetus and then the incision is extended laterally in 
each direction using curved scissors with concavity of the incision directed 
upwards.by this finger extension method there are less chances of damage to 
great vessels on the side of the uterus thereby reducing the blood loss and 
postpartum hemorrhage. 
 
J SHAPED INCISION 
 It is usually made when there is difficulty in delivery of the fetal 
head. Using the blade an upward vertical extension of the initial transverse 
incision is made. 
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T SHAPED INCISION 
 Here a vertical extension of the incision is made from the middle of 
the lower transverse incision so as to ease the delivery of the fetal head 
 
 
LOWER VERTICAL INCISION 
 
Figure 4b) : Lower Vertical Incision 
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Indications are: 
a) Central placenta previa 
b) Lower uterine segment poorly formed 
c) Fibroid in the lower uterine segment 
 
2) UPPER SEGMENT INCISION 
 CLASSICAL 
 DE LEE 
 TRANSVERSE 
 
 
 
Figure 4c) : Upper Vertical Incision 
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CLASSICAL UPPER SEGMENT INCISION 
 
 
Figure 5) : Classical Caesarean Section 
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Upper segment incision made from above the bladder reflection to 
reach the fundus. Indicated in postmortem caesarean section, tumours 
occupying the lower uterine segment, placenta previa. Disadvantages are 
increased blood loss, poor approximation and increased chances of rupture  
in future pregnancy. 
 
 
DEE LEE INCISION 
It is a vertical incision made in the upper segment of the uterus upto 
the level of insertion of the round ligaments. Incision is not taken till the 
fundus. Advantages are lesser bleeding than classical, easier access than 
lower segment 
 
3) INVERTED T INCISION 
 Here a vertical extension of the incision is made from the middle of 
the lower transverse incision so as to ease the delivery of the fetal head. 
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 A Transverse incision is made in the lower uterine segment of 2cm 
width and the incision is  extended manually by inserting the index finger of 
both the hands. These fingers usually elevate the uterine wall and protect the 
underlying fetus and then the incision is extended laterally in each 
direction.by this finger extension method there are less chances of injury to 
the great vessels at the sides of the hereby reducing the blood loss.  
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 Lower segment caesarean section has many advantages than classical 
section 
 
Lower segment caesarean section Classical caesarean section 
 
1)Amount of blood loss is less 
 
2)Edges are approximated perfectly 
 
3)Technicaly it is difficult in certain 
circumstances like transverse lie,  
ca cervix, cervical fiboid and placenta 
previa 
 
4)Adhesive complications are less 
 
5)Wound healing is good 
 
6)Rupture uterus chances are usually 
rare(0.2-1.5%) 
 
Amount of blood loss is more 
 
Apposition may not be perfect 
 
Comparatively safer in these 
situations 
 
 
 
More chances of adhesions 
 
Healing is poor as upper segment is 
contracting and retracting. 
Rupture can occur in antepartum 
period. incidence is 4-9% 
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INVERTED T SHAPE INCISION 
 
Figure 6 : Inverted T Shape Incision 
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DELIVERY OF THE BABY 
 Doyens retractor is removed, fingers are inserted carefully through 
the uterine incision in such a way that fingers are passed below the head so 
as to bring about a greater degree of flexion of head and bring the smallest 
diameter through the uterine incision and the head of the baby is delivered 
followed by the posterior shoulder later the anterior shoulder and the entire 
body37. 
 
 
Figure 7 : Head Delivery 
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DIFFICULTY IN DELIVERY OF THE HEAD 
1) FLOATING HEAD 
 Here the head of the baby is floating above the incision in the lower 
uterine segment. Now by gentle manipulation one can make the head to 
engage in the incision fixed in that position with he left hand and the right 
hand passed behind the head through the incision and the head can be easily 
delivered out. Fundal pressure can be useful if given gentle pressure. 
Foreceps can be used to deliver the baby or vaccum extractor can be used. 
Advantages of vaccum extraction, chances of extension of uterine wound is 
decreased and delivery of the head is brought slowly and carefully. 
 
2) DEEPLY ENGAGED HEAD 
 It is usually encountered in case of deep transverse arrest and 
obstructed labour.one assistant should push the head up from below the 
vagina, the surgeon should pass her hand through the incision and then bring 
the hand well behind the head and lever the head out of the uterus. 
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PATWARDHAN TECHNIQUE 
 In this technique first the anterior shoulder is delivered out then the 
posterior shoulder is delivered out of the incision line. Then the obstetrician 
hooks the fingers of both hands through both the axilla by gentle traction 
along with fundal pressure by the assistant the body of the fetus is brought 
out of the uterus. The obstetrician gently lifts the baby thereby delivering 
the head. Here when the back is posterior ,after the delivery of the anterior 
shoulder, the obstetrician introduces his hand into the uterus and searches 
for the foot of the baby. Now by gentle traction and fundal pressure breech 
is delivered first followed by the trunk followed by the head. Injection 
oxytocin 10U is given. Cord clamped and cut and baby handed over to the 
paediatrician. 
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Application of Forceps at Caesarean Section 
 
Figure 8 : Application of Forceps at Caesarean Section 
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Figure 9 : Caesarean Section Delivery Deeply Engaged Head 
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Figure 10 : Delivery of the Head by Vacuum Application 
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DELIVERY OF THE PLACENTA 
 
Figure 11 : Delivery of the placenta 
 
 One should not attempt manual removal of placenta.one should wait 
for few minutes to allow spontaneous placental separation. the placenta 
should be delivered gently by controlled cord traction. Pulling the cord 
before placental separation usually leads in uterine inversion through the 
lower segment uterine incision. Manual removal of placenta usually 
associated with more endometritis, increased maternal blood loss, higher fall 
in hematocrit after delivery.in case of retained placenta the placenta is 
usually removed with the help of scissors upto maximum level and 
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methotextrate infusion should be started in post operative period for 
placental regression.in case of continuous bleeding from the placental bed 
following methods can be employed. 
 Hot water pack compression over the placental bed 
 Placental bed suturing 
 Bilateral uterine artery ligation 
 
SUTURING OF THE UTERINE WOUND 
 After the placental delivery the Doyens retractor is repositioned, 
inspection of the uterine incision is done carefully. The cut edges are held 
by green armytage hemostatic foreceps. The first stitch is placed 
mediolateral to the angle of the incision and secured tight. Now using 
chromic catgut /1-vicryl and round body needle continuous running suture 
taking deeper muscles is accomplished so that perfect apposition of tissue is 
obtained. This is continued until the other end of uterine incision is reached. 
The final stitch is placed after the suture has included the near end of angle. 
Now a similar continuous running suture is administered the superficial 
muscles and adjacent fascia overlying the first layer of suture. Some prefer 
to appose the peritoneal flaps by continuous sutures to prevent  raw area 
exposure. 
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SITE OF REPAIR OF UTERINE INCISION 
 In olden days, most of the obstetricians prefer to repair the uterine 
wound with the uterus lying within the abdomen. Magnan et al 11 there was 
no effect on blood loss or infection by changing the position of the uterus. 
Hershey and cuillingan found a decrease in hematocrit during exteriorisation 
of the uterus12 
 
 Edi-Osagie et al13 in 1998 found that there was no difference in intra 
operative vomiting in insitu repair vs exteriorisation and vomiting was due 
to improper preparation of the patient. 
 
 Coutinho IC 14 did a randomised control study and found that the 
operating time and number of bites taken in the uterus was lesser in in situ 
repair. 
 
 Humera nasir15 did a study on 260 women and found out there was no 
difference between insitu versus exteriorisation of the uterus except for 
better visualisation of the uterus. 
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 But nowadays many people prefer to close the uterus lying outside 
the abdomen due to the following advantages:  
 Less operating time 
 Less intra operative blood loss 
 Decreased peri operative fall in hemoglobin 
 Good exposure of the uterus 
 Good access to the lateral angles of the incision 
 Easy identification of uterine anomaly 
 Easy identification of adnexal mass 
 Good exposure of posterior surface of the uterus 
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Disadvantages of intra operative nausea, vomiting, pain and hemodyanamic 
instability. 
 
Figure 12 : Repair Classical Incision 
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Figure 13 : Repair of Transverse Incision 
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PERITONEAL CLOSURE 
 With the advent of newer analgesics, the trend is nonclosure of both 
visceral and parietal peritoneal layers thereby reducing the operative time. 
Some obstetricians opt to peritoneal closure because of higher incidence of 
perioperative adhesions is non closure of peritoneum16. 
 
Uterine suture should be inspected and angles of incision should be 
carefully visualized for any hematoma .clean suctioning of the para colic 
gutters is done done. Peritoneal cavity can be irrigated before abdominal 
closure40. Bilateral tubes and ovaries should be inspected. Peritoneal wash 
can be given. Rectus sheath is closed with 1-prolene.suturing of rectus 
sheath is important since it can cause development of incisional hernia. 
Abradons knot is placed at the end of rectus sheath. Pads and instruments 
verified before closing the abdomen.fat layer closure is usually done when 
the thickness of  the layer is more than 2 cm. It reduces the risk of 
hematomas and seromas33.skin edges are closed using the subcuticular 
sutures, mattress sutures, skin staples can be used. There is no evidence to 
suggest a particular method is superior to one another39 .after skin closure 
the obstetricians should do a sterile dressing.  
  
45 
 
 
After that it is made sure that the uterus is firm and well contracted.it 
is necessary to do a per vaginal examination after CS. Any blood clots 
found is removed and vaginal toileting is done. Check for the colour of the 
urine in urobag. Slight hematuria may occur due to forcible retraction of the 
uterus using Doyens retractor. 
 
MISGAV LADACH METHOD 
Misgav ladach hospital is doing modifications in the procedure of 
caesarean section to improve the quality of the surgery by changing the skin 
incision used to open the abdomen by Joel Cohen method followed by 
single layer closure of the uterus and non closure of the peritoneum. The 
advantages of the technique were there were reduced febrile morbidity 
analgesic requirements and adhesions17,18 
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COMPLICATIONS : 
1)INTRAOPERATIVE 
2)POSTOPERATIVE 
 
INTRAOPERATIVE COMPLICATIONS 
 ANAESTHETIC COMPLICATIONS 
 SPINAL ANAESTHESIA 
1)HIGH SPINAL ASCENT 
2)HYPOTENSION 
3)FETAL ASPHYXIA 
4)RESPIRATORY DEPRESSION 
5)FAILED REGIONAL ANASTHESIA 
 
 GENERAL ANESTHESIA 
1)UTERINE RELAXATION 
2)MENDELSONS SYNDROME 
3)POSTOPERATIVE INADEQUATE ANALGESIA 
4)DIFICULT AIRWAY 
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 SURGICAL COMPLICATIONS 
 RATE-12-15% Complications  are most commonly associated with 
emergency caesarean section than elective caesarean section19,20 .Most 
common complications are utero cervical laceration and haemorrhage. 
Conditions causing extension of the uterine wound include deeply engaged 
head, big baby and dystocia. 
 
HAEMORRHAGE 
 The blood loss in caesarean section doubles that of normal delivery  
(1 litre). methods commonly employed to minimize bleeding include 
manual removal of placenta, uterotonics infusion, good skills and rapid 
uterine closure. sources of bleeding include placental bed, extension of 
uterine wound, cervicovaginal lacerations. risk factors include antepartum 
hemorrhage, pre eclampsia, prolonged labour, second stage arrest, 
macrosomia.21,22 
 
BLADDER INJURY 
Most common urinary tract injury. Incidence being 0.3%23.More 
commonly encountered in repeat sections or prior pelvic surgery compared 
to primary sections. More commonly occurring in cases where the bladder 
and lower uterine segment are stuck to each other. Other risk factors include 
concurrent uterine rupture, prolonged labour. Hematuria can sometimes 
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occur in the first 24 hours of surgery.it could be due to prolonged 
compression on the bladder and resolves on its own and does not always 
indicate bladder injury can be verified by intravenous injection of indigo 
carmine dye or retrograde instillation off methylene blue into the bladder. 
Ureteric injury although rare can sometimes be encountered due to 
lateral extension of the uterine wound. 
 
BOWEL INJURY 
 Increased incidence encountered in previous abdominal surgeries 
where the intestinal loop and omentum are adherent to the previous scar. 
Hence caution should always be there while handling cases with previous 
abdominal surgeries. 
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POSTOPERATIVE COMPLICATIONS 
INFECTION 
 These include surgical wound infections or genital tract infections. 
(incidence 1-1.5%)24,25.More commonly encountered in emergency sections 
especially when there is prolonged period of handling. They are as follows: 
 Upper respiratory tract infections 
 Endometritis 
 Septic pelvic thrombophlebitis 
 Wound infection 
 Pelvic abcess 
These can be minimised by the use of prophylactic antibiotics26 
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PARALYTIC ILEUS 
Not frequently encountered can preset with vomiting, abdominal 
distension, absent bowel sounds, not passing flatus and electrolyte 
abnormality can be diagnosed by plain X Ray characterized by presence of 
gas in both small and large bowel. Treatment includes gastric 
decompression by ryles tube and correction of electrolyte imbalance. 
 
HEMATOMA 
 
Figure 14 : Hematoma formation 
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Following lower segment section retrovesical hematoma can be 
common.although the condtion resolves on its own it can cause post 
operative temperature spikes.other rare hematomas include rectus sheath 
hematoma where the patient can even go for hypovolemic shock and DIC27. 
VENOUS THROMBO EMBOLISM  
Most dreaded complication is deep vein thrombolism as it can cause 
pulmonary embolism and even sudden death. 
 
FOREIGN BODY  
It is necessary to routinely explore the abdominal cavity before 
closure to avoid medicolegal problems.Retained operative instruments and 
sponges are more common in emergency sections and in obese patients28 . 
 
FETAL COMPLICATIONS IN CAESAREAN SECTION 
 Increased risk of respiratory problems after delivery29 
 Iatrogenic prematurity 
 Fetal lacerations(2%)30 
 
POST OPERATIVE CARE 
INTRAVENOUS FLUIDS 
Adequate fluid replacement is necessary in order to maintain proper 
hydration and to compensate  
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RECOVERY SUITE 
The following parameters are monitored for the first six hours: 
1) Vaginal bleeding 
2) Uterine contractility 
3) Urine output 
4) Blood pressure 
5) Pulse rate 
 
SUBSEQUENT CARE 
ANALGESIA 
Adequate post operative analgesia is necessary to relieve pain, 
unnecessary anxiety and postprocedure stress. Meperidine is the drug of 
choice. Its is given as intramuscular injection and can be given once in three 
hours. 
 
FLUID THERAPY AND DIET 
 Generally third space loss is lesser following caesarean delivery when 
compared to normal delivery as fluid sequestration from the extracellular 
space (due to its expansion as a physiological change in pregnancy) or 
dehydration is less commonly encountered in caesarean section when 
compared to labour natura. Hence fluid replacement of 3 litre would suffice. 
53 
 
When the hourly urine output is lesser than 30 ml other causes of oliguria 
needs to be investigated. 
 
BLADDER AND BOWEL FUNCTION 
 Patient can be started on orals as early as eight hours once the bowel 
sounds are heard. Sometimes the patient can go for paralytic ileus 
characterized by abdominal distension, vomiting and electrolyte 
abnormalities. In such cases decompression is done via nasogastric tube. 
The electrolyte abnormality is corrected and bisacodyl can be used. Urinary 
catheter is left insitu for twelve hours31  after which the patient is 
encouraged to void on her own. 
 
AMBULATION 
 Ambulating as early as the first post operative day is advised to avoid 
the adverse complications of deep venous thrombosis and pulmonary 
embolism.it is more common in caesarean section when compared to 
vaginal delivery. Caesarean section alone cannot be the sole indication for 
thromboprophlaxis32 
 
WOUND CARE 
 The wound dressing is removed on the third postoperative day and 
henceforth the wound is daily inspected. Sutures are removed on the fifth 
day following surgery. 
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POSTOPERATIVE INVESTIGATIONS 
Should be carried out routinely. Any postoperative fall in the 
hemoglobin values should be corrected by parenteral iron therapy. 
 
BREAST CARE 
 Breast feeding should be carried out exclusively as soon as the 
mother becomes conscious. Proper personal hygiene should be taught. Sore 
nipple and inverted nipple should be treated. 
 
HOSPITAL DISCHARGE 
 Patient can be discharged as early as third post operative day 
provided there are no complications. Strong and associates discharged as 
early as second postoperative day in few selected women. The women are 
advised to restrict their activities for atleast one week. Proper personal 
hygiene and exclusive breast feeding are encouraged. 
 
PREVENTION OF POST OPERATIVE INFECTION 
 Single dose of antibiotic before surgery would suffice to prevent post 
operative infection.in cases of PROM, prolonged labour 2g ampicillin 
/cephalosporin can be given additionally in the postoperative period. 
  
Materials & Methods 
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MATERIALS AND METHODS 
 
 PROSPECTIVE STUDY 
The study was conducted at Chengalpattu Medical College in the 
department of obstetrics and gynaecology during the period of 2016-
2017 
 400 women who will undergo caesarean section at Chengalpattu 
Medical College. 
 The patients were selected after satisfying the inclusion and exclusion 
criteria and studied prospectively. 
 
INCLUSION CRITERIA 
 All women with emergency or elective indication for caesarean 
section at term 
 
EXCLUSION CRITERIA 
 Classical caesarean section 
 Inverted T-incision on the uterus 
 Caesarean Hysterectomy 
 Rupture of uterus 
 Heart disease 
 Diabetes mellitus 
 Previous LSCS 
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 Chorioamnionitis 
 Placenta Previa  
 
STUDY PROCEDURE 
 The participants were segregated into study and control groups 
randomly and in control groups uterine wound was sutured in situ. The 
uterus was exteriorised in the study group and repaired. For all patients 
pfannensteil incision was used and rectus sheath separated, uterus opened by 
lower segment incision, placenta delivered manually or spontaneously or by 
controlled cord traction. Uterus was exteriorised and sutured with 1 vicryl 
either single layer or double layer. Peritoneum was not closed. Rectus 
sheath closed with 1-prolene.skin closed with mattress or subcuticular 
sutures.the following variables are analysed: 
 
 Duration of surgery 
 Nausea Vomiting 
 Intraoperative Blood Loss  
 Analgesic Requirement 
 Hemoglobin Assessment  
 Postoperatively 
 Wound Infection 
 Duration of hospital stay 
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INVESTIGATIONS 
 HEMOGLOBIN 
 PCV,BT CT 
 HIV,VDRL 
 HBSAG 
 URINE ANALYSIS 
 BLOOD GROUPING AND TYPING  
 
POSTOPERATIVE INVESTIGATIONS 
 COMPLETE BLOOD COUNT 
 URINE ROUTINE 
 URINE CULTURE AND SENSITIVITY 
 POST OPERATIVE HEMOGLOBIN 
 
  
Observation & Results 
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OBSERVATION AND RESULTS 
 
 Total of 400 women attending our institution got admitted and 
studied during the study period. 
 
TABLE 1 
COMPARISON OF DURATION OF SURGERY 
Surgery duration Mean SD t p 
Exteriorized 35.25 4.095 
9.09 0.0001 
Insitu uterine Incision 39.1 4.363 
 
The mean operating time in insitu uterine incision repair was 39 
minutes and in the exteriorized group 35 minutes.the mean difference being 
4.5 minutes.There is significant difference between the surgery duration 
with t = 9.09 (p = 0.0001). 
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TABLE 2 
DURATION OF HOSPITAL STAY 
Duration of  Hospital 
Stay Mean SD t p 
Exteriorized 5.25 1.069 
0.406 0.6 
Insituuterine Incision 5.2 1.149 
 
There is no significant difference between the surgeries due to 
duration of hospital stay with t = 0.406 (p = 0.6)The duration of hospital 
stay in both he exteriorized as well as control group was five days and there 
was no significant difference. 
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TABLE 3 
COMPARISON OF AMOUNT OF BLOOD LOSS 
 
No of Pads 
Soaked 
Exterior
ized 
Insitu  
Uterine 
Incision 
Tot
al 
chi 
square 
P 
Kendals 
correlation 
2 Pads 123 57 180 
42.67 0.0001 33% 3 Pads 77 143 220 
Total 200 200 400 
 
There is significant association in no of pads soaked to calculate 
amount of blood loss between the surgeries with chi square = 42.67 (p = 
0.0001). There is 33% positive correlation between the variables by kendalls 
tau method. 
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TABLE 4 
COMPARISON OF INTRAOPERATIVE NAUSEA AND 
VOMITTING 
 
The incidence of intraoperative nausea and vomitting did not 
significantly vary in both the study and control groups. 
 
There is no significant association in intra operative nausea and 
vomiting between the surgeries with chi square = 1.45 (p = 0.15). 
 
 
 
  
Intra 
OP 
Exteriorize
d 
Insitu 
Uterine 
Incision 
Total Chi square p 
No 188 194 382 
1.45 0.15 Yes 12 6 18 
Total 200 200 400 
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TABLE 5 
COMPARISON OF POSTOPERATIVE NAUSEA AND VOMITTING 
 
Post OP Exteriorized Insitu Uterine Incision Total 
Chi 
square  p 
No 196 198 394 
0.17 0.6 Yes 4 2 6 
Total 200 200 400 
 
Similar results to incidence of  intraoperative  nausea and vomiting 
was obtained in postoperative patients as well. There is no significant 
association in post operative nausea and vomitting between the surgeries 
with chi square = 0.17 (p = 0.6). 
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COMPARISON OF POSTOPERATIVE NAUSEA AND VOMITTING 
 
 There was no big difference in both the groups in postoperative 
nausea vomiting.out of 200 cases in the exteriorized group only four had 
nausea vomiting and one two cases in the insitu group which was not 
significant statistically  
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TABLE  6 
COMPARISON OF WOUND INFECTION IN INSITU REPAIR VS 
EXTERIORISATION 
 
 
In the exteriorized group among 200 6 cases had wound infection and 
in the insitu group 2 cases had wound infection. There is no significant 
association in wound infection between the surgeries with chi square = 1.15 
(p = 0.28). 
 
 
 
Wound 
infection Exteriorized 
Insitu Uterine 
Incision Total 
Chi 
square  p 
No 194 198 392 
1.15 0.28 Yes 6 2 8 
Total 200 200 400 
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TABLE- 7 
 
COMPARISON OF HEMOGLOBIN FALL 
hb fall Exteriorized 
Insitu 
Uterine 
Incision 
Total Chi square p 
1 180 190 370 
11.79 0.004 
2 18 4 22 
3 2 6 8 
Total 200 200 400 
 
Hemoglobin estimation was done in both the groups pre operatively 
and postoperatively. The fall in hematocrit was much greater in the insitu 
group compared to the exteriorized group. There is  significant association 
in hb fall between the surgeries with chi square = 11.79 (p = 0.004). 
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DISCUSSION 
Caesrean section rate is gradually increasing worldwide .it is 
important to identify the safest technique to reduce the maternal morbidity.’ 
Magnan and Dodson did a prospective randomized study to assess the blood 
loss in exteriorized versus insitu groups and also spontaneous expulsion of 
placenta versus manual removal of placenta and found there was reduced 
blood loss in spontaneous expulsion of the placenta regardless of insitu or 
exteriorized repair34. 
 
Wahab found that with effective anesthesia there was no significant 
problems like pain and vomiting in exteriorized repair35 . 
 
Sood36 did a randomized control study about the intraoperative and 
postoperative morbidity in insitu versus exteriorized repair and found that 
there was decreased intraoperative blood loss, decreased morbidity and 
postoperative fall in the hemoglobin in exteriorized repair while other 
parameters did not significantly vary in both the groups37. 
 
Cochrane review38  also pointed out that there was no significant 
difference in both the techniques of uterine repair. 
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In our study there was no significant difference in variables like 
duration of hospital stay, wound infection, intraoperative and postoperative 
nausea vomiting in both the groups. 
 
Whereas the amount of blood loss was lesser and hence there was 
decreased fall in perioperative hemoglobin and the operating time was lesser 
in the exteriorized group. 
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LIMITATIONS OF THE STUDY 
 
The results are inconsistent among various studies. The methods 
employed to measure blood loss varied significantly in different studies. 
 
Variables like nausea and vomiting have not been taken as the 
primary outcome in any study. 
 
Various factors like indications for caesarean section, type of 
anesthesia, postoperative analgesia regimen, preoperative preparation are 
present as confounding variables. 
 
  
Conclusion 
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CONCLUSION 
 
The ideal technique for uterine repair (insitu versus exteriorization) 
still remains a point of debate. each technique has its own merits and 
demerits.in exteriorization bleeders can be easily visualized, aids in better 
visualization of the adnexa, uterine atonicity can be easily identified,  
B-lynch sutures can be easily applied, posterior surface of the uterus can be 
better visualized. while febrile morbidity, wound infection and hospital stay 
are lower in insitu repair. 
 
In my study among the variables analysed exteriorization of the 
uterus has a slighter edge over insitu repair in terms of intraoperative blood 
loss, perioperative fall in hemoglobin and duration of surgery and seems to 
be a valid option. 
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Annexures 
  
ABBREVIATIONS 
 
LSCS  - Lower Segment Caesarean Section 
CS  - Caesarean Section 
PROM - Premature Rupture of Membrane 
CTG  - Cardiotocography 
NST  - Non Stress Test 
APH  - Antepartum  Haemorrhage 
PPH  - Postpartum  Haemorrhage 
UV  - Uterovesical Fold 
EDD  - Expected Date of Delivery 
FHS  - Fetal Heart Sound 
BMI  - Body Mass Index 
CPD  - Cephalo Pelvic Dispropotion 
  
PROFORMA 
 
Name: 
Age: 
I.P.No:                                               D.O.A: 
Unit:                                                  D.O.D: 
Educational status:                      Religion: 
Husband name:     
Socioeconomic status: 
Family size and Income: 
 
Address: 
 
Booked/Unbooked: 
 
Diagnosis: 
 
History:           Referred/Outside handled 
                         Travelling distance/mode of traveling 
 
Chief Complaints: 
History of Amenorrhoea: 
Labour  pains: 
Leaking PV: 
Bleeding PV: 
History of Presenting illness: 
 
Obstetric History:             Married Life: 
    Consanguinity: 
  
Obstetric Score: 
           Gravida:     Para:           Live:        Abortion: 
 
Outcome of Pregnancies: 
 
Menstrual History: 
 Age of menarche   :                 LMP: 
 Previous cycles       :                 EDD: 
 Regularity             :     
 
Past history: 
 
Family history: 
 
Personal history: 
GPE: 
Pulse :                    Height: 
BP:               Weight: 
Temperature :                      BMI: 
Thyroid, Breast, Spine: 
Pallor, Icterus, clubbing, lymphadenopathy,edema: 
 
Systemic examination: 
 1.CVS 
 2.RS 
 3.CNS 
 4.Per Abdomen: 
            a.inspection 
                 b.palpation: 
                        1.Height of Uterus(corresponds to gest age or less) 
                       2.Fetal parts,presentation,position: 
                       3.Abdominal girth: 
                       4. Symphysiofundal height: 
   5. Estimated fetal weight: 
    1 and 2nd pelvic group   
    Evidence of oligohydromnios noticed clinically 
  c.Auscultation       FHS        Yes/No     Regular/Irregular 
  d.Perspeculum: 
  e.P/V findings 
 
Investigations: 
Hb% 
PCV: 
Urine routine: 
Blood grouping and Rh typing: 
HIV, HBs Ag: 
 
Ultrasound findings: 
           1st trimester: 
           2nd trimester: 
           3rd trimester: 
 
NST – reactive /nonreactive: 
 
Mode of delivery : Induced /spontaneous/ operative                                                             
interferance 
 
labour details:           spontaneous/induced 
                                      PROM   absent/present 
                                      Duration of labour 
                                   Induction of labour  yes/no 
 
Indications of LSCS: 
Type of anesthesia: 
  
Complications if any: 
Primary / repeat cesarean: 
Duration of operation 
Extension of utrine incision: 
Uterus :              Exteriozed/ insitiu repair 
                            Placental delivery 
                            PPH 
 
Intraoperative findings 
              BP: 
             Pulse rate: 
             Respiratory rate 
             Oxygen saturation: 
             CVS 
              RS 
             Nausea/vomiting 
 
Post operative findings 
           Operating time 
          Need for emergency blood      yes/no 
           Post operative Hb% 
           Mid stream urine for culture and sensitivity 
            Duration of hospital stay 
           Febrile morbidity 
  
  
 
  
  
Post Op Nausea - Vomiting Wound infection
Yes/No Yes/No1 ANITHA 40 2 No 1 No 52 KAVITHA 40 2 No 1 No 53 MEENA 40 2 No 1 No 54 LATHA 40 2 No 1 No 55 PRIYA 40 2 No 1 No 56 YEMHA 40 2 No 1 No 57 VASANTHA 40 2 No 1 No 58 KAVIYA 40 2 No 1 No 59 SAISKALA 40 2 No 1 No 510 RAMYA 40 3 No 1 No 511 MEENA 40 3 No 1 No 512 SARANYA 40 3 No 1 No 513 SHANTHI 40 3 No 1 No 514 SARALA 40 3 No 1 No 515 NIRMALA 40 3 No 1 No 516 SANTHIYA 40 3 No 1 No 517 REVATHI 40 3 No 1 No 518 RATHIGA 40 3 No 1 No 519 YAMUNA 40 3 No 1 No 520 SUNGAVI 40 3 No 1 No 521 SHANTHI PRIYA 40 3 No 1 No 522 THENMOZHI 40 3 No 1 No 523 VASANTHI 40 3 No 1 No 524 DEVI 40 3 No 1 No 525 KANCHANA 40 3 No 1 No 526 KALAIYARASI 40 3 No 1 No 527 MOHANOPRIYA 40 3 No 1 No 528 SURYA DEVI 40 3 No 1 No 5
INSITU - UTERINE INCISION REPAIR
No
NoNoNoNoNoNo
NoNoNoNoNo
NoNoNo
NoNoNo
No
Post Op Fall in Hb 
(g/dl)
Duration of  Hospital 
StayNoNoNo
Intra Op Nausea - Vomiting
Yes / No
No
S.NO. NAME DURATION OF SURGERY (Mins)
Amount of Blood loss 
(No. of pads Soaked)
NoNoNoNoNo
29 SARANYA 40 3 No 1 No 530 KALAIVANI 40 3 No 1 No 531 MEENA 40 3 No 1 No 532 LAKSHMI 40 3 No 1 No 533 SARALA 40 3 No 1 No 534 SURYA KANDHI 40 3 No 1 No 535 LAILA 40 3 No 1 No 536 VANITHA 45 3 NO 1 No 737 SURYA KALA 45 3 NO 3 No 738 MANO PRIYA 45 3 NO 3 No 739 SIVASHINI 45 3 NO 3 No 740 SAINDEVI 30 3 No 1 No 541 LAILA 30 3 No 1 No 542 REVATHI SREE 45 3 NO 1 No 743 GOMATHI 45 3 Yes 3 No 744 SEELA 30 3 No 1 No 545 LAKSHMI 30 3 No 1 No 546 KANAGAVATHI 45 3 NO 3 Yes 1447 KAVITHA 35 3 No 1 No 548 MALINI 40 3 No 1 No 549 MANJULA 45 3 NO 3 Yes 1450 SAMITHRA 35 3 No 1 No 551 KANAGA 40 3 No 1 No 552 KARPAGAM 45 3 NO 1 No 1453 THAMARAI 40 3 No 1 No 554 NANTHINI 30 3 No 1 No 555 VAIDEGI 40 3 No 1 No 556 MUNIYAMMAL 40 3 No 1 No 557 KASIYAMMAL 30 3 No 1 No 558 SHOBANA 45 3 Yes 1 No 559 ANISHIYA 40 3 No 1 No 5
NoNONo
NoNONoNoNoNo
NoNONoNoNONo
NONoNoNONONo
NoNoYes NONO
NoNoNoNoNo
60 SRI DEVI 30 3 No 1 No 561 MAYA 40 3 No 1 No 562 SUSILI 45 3 No 1 No 763 DEVI KALA 40 3 No 1 No 564 SWATHI 45 3 No 1 No 565 AMALA 40 3 No 1 No 566 SUILA 30 3 No 1 No 567 MEENA 45 3 No 1 No 568 CHITHRA 40 3 No 1 No 569 AMBIGA AMMAL 30 3 No 1 No 570 PRIYA SREE 35 3 No 1 No 571 SREEWATHI 45 3 No 1 No 572 SANGEETHA 40 3 No 1 No 573 DANALAKSHMI 30 3 No 1 No 574 KOKILA 35 3 No 1 No 575 PURNIMA 45 3 No 1 No 576 USHA 40 3 No 1 No 577 AMMU 30 3 No 1 No 578 SATHIYA PRIYA 40 3 No 1 No 579 SATHIYA 45 3 No 1 No 580 MERSHI 35 3 No 1 No 581 RUBHA 30 3 No 1 No 582 KANNAMMAL 40 3 No 1 No 583 FARTHIMA 35 3 No 1 No 584 YAMUNA DEVI 45 3 No 1 No 585 SEELA 40 3 No 1 No 586 KANMANI 30 3 No 1 No 587 VIJAYA SHANTHI 40 3 No 1 No 588 DIVYA 45 3 No 1 No 589 RANCHANI 40 3 No 1 No 5
NoNONo
NoNoNoNONoNo
NONoNoNoNONo
NoNoNONoNoNo
NoNONoNoNONo
NoNoNO
90 SASIKALA 45 3 No 1 No 591 MUGAMPIGAI 40 3 No 1 No 592 BHAGIYALAKSHMI 30 3 No 1 No 593 ANANTHI 45 3 No 1 No 594 AMBIGA DEVI 40 3 No 1 No 595 ANU PRIYA 30 3 No 1 No 596 ANUTHA 45 3 No 1 No 597 RANI 35 3 No 1 No 598 SUMITHRA 40 3 No 1 No 599 DEVI 45 3 No 1 No 5100 SWATHA SREE 35 3 No 1 No 5101 KALAIVANI 30 3 No 1 No 5102 MANJULA 45 3 No 1 No 5103 MUNIYAMMAL 35 3 No 1 No 5104 KANNAGI 30 3 No 1 No 5105 GOGULA PIRYA 45 3 No 1 No 5106 SANKARI 40 3 No 1 No 5107 SANMATHI 35 3 No 1 No 5108 RUDHRA 45 3 No 1 No 5109 THENMOZHI 40 3 No 1 No 5110 YAMUNA 30 3 No 1 No 5111 MALATHI 35 3 No 1 No 5112 RAJAKUMARI 45 3 No 1 No 5113 PRIYA 40 3 No 2 No 5114 ARTHI 30 3 No 1 No 5115 DEEPA 40 3 No 1 No 5116 JAYA 45 3 No 1 No 5117 NITHYA 35 3 No 1 No 5118 DHANUSHGA 45 3 No 1 No 5119 BHARATHI 45 3 No 2 No 5
NoNOYes 
NoNONoNoNoNO
NONoNoNONoNo
NONoNoNONoNo
NONoNoNONoNo
NONoNo
120 KAVERI 35 3 No 1 No 5121 KANIMOZHI 30 3 No 1 No 5122 DIVA DHARSANI 40 3 No 1 No 5123 GEETHA 45 3 No 1 No 5124 SELAM 45 3 No 1 No 5125 VANI 35 3 No 1 No 5126 GOWTHAMI 45 3 No 1 No 5127 KUMARI 40 3 No 1 No 5128 PORKODI 35 3 No 2 No 5129 KAMACHI 45 3 No 2 No 5130 KEERTHIKA 40 3 No 1 No 5131 KARTHIGA 45 3 No 1 No 5132 KURUPA 35 3 No 1 No 5133 LAVANYA 40 3 No 1 No 5134 MALAKODI 45 3 No 1 No 5135 VALRMATHI 40 3 No 1 No 5136 NATHIYA 35 3 No 1 No 5137 SUGANYA 45 3 No 1 No 5138 SAMBAVI 40 3 No 1 No 5139 MANIMEGALAI 35 3 No 1 No 5140 KALIYAMMAL 45 3 No 1 No 5141 BHUVANA 40 3 No 1 No 5142 SHANTHANA LAKSHMI 35 3 No 1 No 5143 PUVIYARASHI 45 3 No 1 No 5144 PANCHALAI 40 3 No 1 No 5145 TAMILISAI 40 3 No 1 No 5146 THULASI 40 3 No 1 No 5147 BHUNESHWARI 45 3 No 1 No 5148 SUMITHA 40 3 No 1 No 5149 SARANYA 40 3 No 1 No 5
NONoNo
NoNoNONoNoNo
NoNoNONoNoNO
NONoNONoNoNO
Yes Yes NoNONoNo
NoNoNo
150 DEVI 45 3 No 1 No 5151 PRIYANGA 40 3 No 1 No 5152 MUNIYAMMAL 40 3 No 1 No 5153 NILAVA 45 2 No 1 No 5154 NITHYA 40 2 No 1 No 5155 SINDEVI 35 2 No 1 No 5156 DIYA 35 2 No 1 No 5157 NATHIYA 40 2 No 1 No 5158 SARANYA 35 2 No 1 No 5159 KALAVATHI 40 2 No 1 No 5160 SARAN GEETHA 35 2 No 1 No 5161  DEVIGA SREE 40 2 No 1 No 5162 LEETHA WATHI 35 2 No 1 No 5163 JOHNSHI 40 2 No 1 No 5164 SHANIYA 35 2 No 1 No 5165 SANKARI 40 2 No 1 No 5166 MEENA 35 2 No 1 No 5167 SIVA SHANKARI 40 2 No 1 No 5168 RAMANI 40 2 No 1 No 5169 JAYA SUDHA 35 2 No 1 No 5170 THILAGAVATHI 40 2 No 1 No 5171 MUNIYAMMAL 40 2 No 1 No 5172 GOVINDHAMMAL 40 2 No 1 No 5173 RENUGA 40 2 No 1 No 5174 ILLAVATHI 40 2 No 1 No 5175 RANGANAYAGI 40 2 No 1 No 5176 YASODHA 35 2 No 1 No 5177 GANGA 40 2 No 1 No 5178 PRITHEE 40 2 No 1 No 5179 MULLAI 35 2 No 1 No 5
NoNoNo
NoNoNoNoNoNo
NoNoNoNoNoNo
NoNoNoNoNoNo
Yes NoNoNoNoNo
Yes NoNo
180 MAITHILI 40 2 No 1 No 5181 SUMATHI 40 2 No 1 No 5182 RAJI 35 2 No 1 No 5183 ESTHAR 40 2 No 1 No 5184 VIJAYALAKSHMI 40 2 No 1 No 5185 JAYANTHI 35 2 No 1 No 5186 URVASHI 40 2 No 1 No 5187 RATHI 35 2 No 1 No 5188 SANGAVI 35 2 No 1 No 5189 THIVANAYAGI 40 2 No 1 No 5190 MALANI 40 2 No 1 No 5191 RAJALAKSHMI 35 2 No 1 No 5192 MANJU PIRYA 40 2 No 1 No 5193 SHINDU 40 2 No 1 No 5194 PREMA 35 2 No 1 No 5195 SREE DEVI 40 2 No 1 No 5196 RUBINI 40 2 No 1 No 5197 INDRA 35 2 No 1 No 5198 JAYANTHI 40 2 No 1 No 5199 SUNGANTHI 40 2 No 1 No 5200 SOBANA 35 2 No 1 No 5
NoNoNoNoNoNo
NoNoNoNoNoNo
NoNoNoNoNoNo
NoNoNo
Post Op Nausea - Vomiting Wound infection
Yes/No Yes/No1 PARAMESHWARI 35 2 No 1 No 52 RANI 30 2 No 1 No 53 VIJAYA 35 2 No 1 No 54 VIMALA 35 3 No 1 No 55 BANU 35 2 No 1 No 56 VISHALI 35 2 No 1 No 57 RUBAVATHI 35 2 No 1 No 58 RAMYA 35 2 No 1 No 59 LAVANYA 35 2 No 1 No 510 SUBASHINI 30 2 No 1 No 511 USHA 35 2 No 2 No 512 ELLAMMAL 35 2 No 2 No 513 THENAMMAL 35 2 No 1 No 514 USHARANI 35 3 No 2 No 515 SUVEHTA 35 2 No 2 No 516 SARMILA 35 2 No 1 No 517 SUDHA 35 2 No 1 No 518 KANISHWARI 35 2 No 1 No 519 MATHIVATHANI 35 2 No 1 No 520 SRINAITHIYA 35 2 No 1 No 521 BHAVNA 35 2 No 1 No 522 HARINI 35 2 No 1 No 523 YASODHA 35 2 No 1 No 524 YASMIN 35 2 No 1 No 525 KANIKA 35 2 No 1 No 526 JEEVA 35 3 No 1 No 527 INBA 30 2 No 1 No 5
NoNo
No
No
No
NoNoNoNo
No
Amount Blood loss 
(No. of pads Soaked)
No
No
DURATION OF 
SURGERY (Mins)
NoNoNoNoNo
No
No
No
S.NO.
No
No
NAME
No
Post Op Fall in Hb 
(g/dl)
Duration of  Hospital 
StayNoNoNo
Intra Op Nausea - Vomiting
Yes / No
EXTERIORIZED - UTERINE INCISION REPAIR
No
28 SUZHALI 35 3 No 1 No 529 AZHAGI 35 3 No 1 No 530 AMUDHA 35 2 No 1 No 531 ASWINI 35 2 No 1 No 532 INDRA 35 2 No 1 No 533 JANANI 35 2 No 1 No 534 MOHANA 35 2 No 1 No 535 DEEPA 35 2 No 1 No 536 JOYCE 35 2 No 1 No 537 SHRUTHI 30 2 No 1 No 538 SABITHA 35 2 No 1 No 539 SANKARI 35 2 No 1 No 540 KALA 35 2 No 1 No 541 SELVI 30 2 No 1 No 542 MALAR 35 2 No 1 No 543 MADHIVADHANI 35 2 No 1 No 544 ANUPAMA 35 2 No 1 No 545 NISHA 30 2 No 1 No 546 ESTHAR 35 2 No 1 Yes 747 MONISHA 30 2 No 1 No 548 MARY 35 2 No 1 No 549 VINODHA 30 2 No 1 Yes 750 SHILPA 35 2 No 1 No 551 SHOBANA 35 2 No 1 No 552 RAJI 35 2 No 1 No 753 DHANAM 30 2 No 1 No 554 SHAKILA 35 2 No 1 No 555 KARUMARIAMMAL 35 2 No 1 No 556 KOTEESHWARI 35 2 No 1 No 557 PUSHPA 35 2 No 1 No 5
No
No
No
No
No
NoNo
No
No
No
No
No
No
No
No
No
No
No
No
No
No
Yes 
No
NoNo
No
NoNoNoNo
58 ELLAMMAL 30 2 No 1 No 559 KANCHANA 35 3 No 1 No 560 MUTHAMIZHSELVI 35 2 No 1 No 561 KAVITHARANI 30 2 No 1 No 562 LAXMISRI 35 2 No 1 No 563 RUPASRI 35 3 No 1 No 564 NARMADHA 35 2 No 1 No 565 INDRA 30 2 No 1 No 566 BHARATHI 35 2 No 1 No 567 MANONMANI 30 2 No 1 No 568 DIVYA 35 2 No 1 No 569 MANIMEGALAI 35 2 No 1 No 570 VENNILA 35 2 No 1 No 571 JAYAGOPI 35 3 No 1 No 572 SHENBAGAVALLI 35 2 No 1 No 573 SEETA 35 2 No 1 No 574 JANCY RANI 35 2 No 1 No 575 ANNAM 35 2 No 1 No 576 ANNAMALAI 35 2 No 1 No 577 DEVI 35 2 No 1 No 578 TAMILSELVI 30 2 No 1 No 579 KAMATCHI 35 2 No 1 No 580 SAINDHAVI 30 2 No 1 No 581 PRIYAKUMARI 35 3 No 1 No 582 SHEEBA 35 2 No 1 No 583 SUSEELA 35 2 No 1 No 584 RANI 35 2 No 1 No 585 NIROSHA 35 3 No 1 No 586 RADHIKA 35 2 No 1 No 5
Yes 
No
No
NoNo
No
No
No
No
No
No
No
No
No
Yes 
No
No
No
No
No
No
No
NoNo
No
No
No
No
No
87 RAMADEVI 30 2 No 1 No 588 SUMATHY 35 2 No 1 No 589 ADHILAXMI 35 2 No 1 No 590 USHA 30 2 No 1 No 591 SUDHA 35 2 No 1 No 592 INBAVATHI 35 2 No 2 No 593 JAMILA 30 2 No 2 No 594 JEEVAJOTHI 35 3 No 2 No 595 KUYILI 35 2 No 1 No 596 KALI 35 3 No 1 No 597 SUGANTHIKA 35 2 No 1 No 598 PRATHANYA 35 2 No 1 No 599 VIMALA 30 2 No 1 No 5100 LAXMIKANTHA 35 3 No 1 No 5101 KAMALA 35 2 No 1 No 5102 PRASANNA 30 2 No 1 No 5103 DILROOBA 35 2 No 1 No 5104 NITHYASRI 35 2 No 1 No 5105 KALYANI 35 3 No 1 No 5106 VANISRI 35 3 No 1 No 5107 GOVINDHAMAL 30 2 No 2 No 5108 RATHNAMAL;A 35 3 No 2 No 5109 BAVISHTA 35 3 No 2 No 5110 SATHYAPRIYA 35 3 No 2 No 5111 KARTHIGA 30 2 No 2 No 5112 VELLAIAMMAL 35 3 No 2 No 5113 ROHINI 30 2 No 3 No 5114 URVASI 35 2 No 1 No 5115 DIANA 30 2 No 1 No 5
No
No
No
No
No
No
No
No
NoNoNo
NoNo
NoNoNo
NoNo
NoNo
No
Yes 
No
No
No
NoNo
No
No
116 DEEPIKA 30 2 No 1 No 5117 VARALAXMI 35 3 No 1 No 5118 GAUTHAMI 35 3 No 1 No 5119 VIJAYA 30 2 No 1 No 5120 MALLIGA 35 3 No 1 No 5121 SATHYAVATHY 30 2 No 1 No 5122 EVANGELINE 35 3 No 1 No 5123 PRATHIBA 35 3 No 1 No 5124 NIRANJANA 35 3 No 1 No 5125 KURUVAMAL 35 3 No 1 No 5126 KALPANA 35 3 No 1 No 5127 THANGAM 30 2 No 1 No 5128 VADIVU 40 3 No 1 No 5129 ARCHANA 40 3 No 1 No 5130 SRIDEVI 30 2 No 1 No 5131 DILSATH 30 2 No 1 No 5132 PRIYAMMAL 40 3 No 1 No 5133 VANITHA MANI 40 3 No 1 No 5134 REETA 40 3 No 1 No 5135 VINOTHA 40 3 No 1 No 5136 AMMU 30 2 No 1 No 5137 VALLI 40 3 No 1 No 5138 KIRUBA 40 3 No 1 No 5139 MANGAYARKARASI 40 3 No 1 No 5140 SHAMSATH 40 3 No 1 No 5141 SARITHA 30 2 No 1 No 5142 VANMATHI 40 3 No 1 No 5143 THAMARAI 40 3 No 1 No 5144 TAMILISAI 30 2 No 2 No 5
No
No
No
No
No
No
No
No
Yes 
No
No
No
No
Yes 
No
No
No
Yes 
No
No
No
No
No
No
No
NoNoNo
No
145 ANUPRIYA 40 3 No 2 No 5146 SIVARANJINI 40 3 No 2 No 5147 VEMBU 40 3 No 2 No 5148 ILAMADHI 30 2 No 2 No 5149 KANNAGI 40 3 No 3 No 5150 LAILA 30 2 No 1 No 5151 SINTHAMANI 40 3 No 1 No 5152 MADHAVI 40 3 No 1 No 5153 MAGESHWARI 40 3 No 1 No 5154 BANUPRIYA 40 3 No 1 No 5155 PADMINI 40 3 No 1 No 5156 PATCHAYAMAL 30 2 No 1 No 5157 GOWRI 40 3 No 1 No 5158 QUEEN 40 3 No 1 No 5159 MANIYAMAI 40 3 No 1 No 5160 RASATHI 40 3 No 1 No 5161 AMMALU 30 2 No 1 No 5162 UTHRA 30 2 No 1 No 5163 SOPANASUNDARI 30 2 No 1 No 5164 STEMINA 40 3 No 1 No 5165 PREETHA 40 3 No 1 No 5166 VIDYA 40 3 No 1 No 5167 INDUPRIYA 40 3 No 1 No 5168 GOKULENDRA 40 3 No 1 No 5169 ARIVAZHAGI 40 3 No 1 No 5170 VALARMATHI 30 2 No 1 No 5171 DIPTHI 45 3 Yes 1 Yes 12172 ANANDI 45 3 No 1 No 5173 ADALARASI 30 2 No 1 No 5
No
No
NoNoNo
NoNo
No
No
No
No
NoNoNoNo
No
No
No
No
No
No
No
No
NoNoNo
Yes NoNo
174 NITHILA 30 2 No 1 No 5175 SEMALAR 45 3 Yes 1 No 5176 THILAGAM 45 3 No 1 No 5177 REKA 45 3 No 1 No 5178 UMAYAL 30 2 No 1 No 5179 PARVATHI 45 3 No 1 Yes 12180 THENMOZHI 40 3 No 1 No 5181 GUNAVATHY 30 2 No 1 No 5182 AISHWARYA 30 2 No 1 No 5183 DEVIKA 40 3 No 1 No 5184 AMALA 30 2 No 1 No 5185 CHELLAMANI 45 3 No 1 No 5186 BRINDA 30 2 No 1 No 5187 VELANKANI 30 2 No 1 No 5188 ANITHA 45 3 No 1 No 5189 ANURADHA 40 3 No 1 No 5190 JALJA 40 3 No 1 No 5191 VAAIMAI 30 2 No 1 No 7192 RAGINI 40 3 No 1 No 7193 PONAMAL 40 3 No 1 No 7194 CHANRIKA 45 3 Yes 1 No 7195 SEVANDHI 40 3 No 1 No 7196 THULASI 40 3 No 1 No 7197 SARAWATHY 30 2 No 1 No 7198 MUTHAMAL 45 3 Yes 1 Yes 12199 MARAGATHAM 30 2 No 1 No 7200 PRIYAMANI 45 3 No 1 Yes 12No
No
No
NoNo
NoNo
No
No
NoNoNoNoNo
NoNo
No
NoYes
Yes
No
Yes
No
NoYesNoNo
